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This was a quasi-experimental study designed to 
determine the difference in blood cholesterol and 
triglyceride levels of subjects post-myocardial infarction 
(post-MI) who practiced the high fiber-high carbohydrate 
diet and subjects post-MI who did not practice the diet.
The researcher had hypothesized that when the blood levels 
of cholesterol and triglycerides of post-MI subjects who 
were practicing the high fiber-high carbohydrate diet were 
compared to those who were not practicing the d i e t , there 
would be no significant difference.
There was a total of 18 subjects in the study, two 
groups with nine participants in each group. The researcher 
met with the groups several times. The Health and 
Nutritional Profile was completed on all subjects. Initial 
blood cholesterol and triglyceride levels were obtained at 
the third meeting. The experimental group met two other 
times in which the high fiber-high carbohydrate diet was 
discussed and explained. At the end of the study, both 
groups returned to have blood cholesterol and blood 
triglyceride levels drawn.
The analysis of data regarding cholesterol and 
triglyceride levels revealed no significant difference in
iv
the blood cholesterol and blood triglyceride levels between 
the experimental group and the control group. Therefore, it 
would appear that the high fiber-high carbohydrate diet does 
not significantly lower the blood cholesterol and 
triglyceride levels in those who practice the diet. However, 
when the experimental group and control group were compared 
according to the degree of change in blood values, a signifi­
cant decrease in the blood cholesterol and triglyceride 
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Chapter I
The Research Problem
It is estimated that 42,330,000 Americans have some 
form of heart and blood vessel disease, with an estimated 
4,540,000 also having coronary heart disease. Mortality is 
high; 1,012,150 (51%) of all deaths in 1983 were from 
coronary artery disease. Nearly one fourth of all persons 
who died because of coronary artery disease were under age 
65. A large number (4,540,000) of persons have a history of 
heart attack and/or angina pectoris. It is estimated that 
as many as 1,780,000 Americans will have heart attacks in 
1985 and about 550,000 of them will die (American Heart 
Association, 1984).
Coronary artery disease which precedes a myocardial 
infarction is the cause of three fourths of all deaths from 
cardiovascular problems. A myocardial infarction (MI) is 
defined as reduced blood flow through one of the coronary 
arteries resulting in myocardial ischemia and necrosis. 
Myocardial infarction was responsible for 590,000 deaths in 
1983 (American Heart Association, 1984). Cardiovascular 
disease affects 15% to 20% of adults in the United States 
today. In adults 20 years old and over, 25% of black males, 
28% of white males, 13% of black females, and 17% of white
1
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females have some coronary artery disease (Lester, Levy, & 
Small, 1979).
Predisposing factors to coronary artery disease and, in 
turn, a myocardial infarction include the following: posi­
tive family history, hypertension, smoking, elevated serum 
triglyceride and cholesterol levels, diabetes mellitus, 
obesity and excessive intake of saturated fats, carbohy­
drates, and/or salt, sedentary life style, aging, stress, or 
a Type A personality (Eisenberg & Levy, 1982; Lester et al., 
1979; Miller & Miller, 1980). Males are more susceptible to 
myocardial infarctions than females, although incidence is 
rising among females, especially those who smoke and take 
oral contraceptives (Leininger, 1980; Lewis, 1981).
Coronary artery disease is a complex disease involving 
the accumulation of lipid and other materials in the 
arterial walls. In studying the nature of the underlying 
disease process (atherosclerosis), attention has been 
focused on fat intake and metabolism. High intake of 
cholesterol has been associated with higher blood 
cholesterol levels. There exists a definite association 
between other types of dietary fat and elevated blood lipid 
levels (hyperlipidemia). Hyperlipidemia seems to be linked 
to high dietary fat intake including a large percentage of 
animal or saturated fats. Dietary substitution of foods low 
in polyunsaturated fatty acids has been shown to be 
effective in lowering these blood lipids, especially blood
3
cholesterol (Kannel, 1978; Lewis, 1981; Miller & Miller,
1980) .
Research has shown that persons with cholesterol levels 
above 240 mg should receive serious attention from health 
care providers. They represent only 20% of the population, 
but they suffer 40% of the heart attacks (Epidemiology 
Committee, 1983). The Director of the University of 
Cincinnati Lipid Research Center states that, "For every 1% 
reduction in total cholesterol level, there is a 2% 
reduction of heart disease risk. If everyone would lower 
his cholesterol 10% to 15% by cutting down on fat and 
cholesterol in the diet, heart attack deaths in this country 
will decrease by 20% to 30%" (Epidemiology Committee, 1983, 
p. 435).
Research has identified diet as a major factor in 
decreasing risk factors in coronary artery disease (Cobb & 
Werner, 1982; Levy, 1984; Yeshuram & Gotto, 1984). Good 
nutrition and diet are preventive measures that can be used 
for management of this particular disease process.
Decreasing cholesterol and triglyceride blood levels have 
been shown to reduce the incidence of coronary artery 
disease (McIntosh, 1979; Wallis, 1984; Yeshuram & Gotto,
1984).
Over the last century there has been a gradual change 
in the diet of the average American. Americans are eating 
more fat and cholesterol than previous generations did.
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Thus, modern society eats less unrefined starch from 
potatoes, beans, and whole grains. Most of the beneficial 
plant fiber is stripped from foods before they reach the 
public. Many experts (Anderson, 1980; Gates, 1982; Guthrie,
1981) believe that these changes in diet are largely respon­
sible for the present epidemic of myocardial infarction.
The high fiber-high carbohydrate diet is a proposed 
measure to utilize in decreasing the triglyceride and 
cholesterol levels of individuals. This diet could possibly 
reduce the possibility of future myocardial infarctions in 
post-myocardial infarction clients and other clients with 
cardiovascular disease (Midgley, 1979).
This researcher believes that a proper and adequate 
diet, high in fiber and carbohydrate, could influence and 
possibly decrease the occurrences of future myocardial 
damage. For this reason, this researcher has elected to 
study the effect of diet on certain blood chemistry levels. 
The researcher became interested in decreasing the risk in 
post-MI clients of subsequent Mis because of the high occur­
rence of deaths associated with these diseases. For three 
and one-half years, the researcher saw clients who returned 
with subsequent Mis and later died during that admission.
The researcher decided on diet teaching as a nursing 
strategy to reduce elevated serum cholesterol and 
triglyceride levels found in these clients' admission lab 
work. Since the high fiber-high carbohydrate diet has been
5
suggested as a means to decrease these particular blood 
levels, the application of this diet in post-MI clients was 
chosen as the focus of study.
This study is important to the practice of the Family 
Nurse Clinician (FNC) because the findings may refocus 
recommendations to clients at risk for cardiovascular 
disease. The FNC will be managing post-myocardial clients 
while in family practice. Data from this study may provide 
the basis for the diet regimen for post-myocardial clients 
and other clients in the FNC's practice. The high fiber- 
high carbohydrate diet can be used as a preventive measure 
and also as a health maintenance guide for potential MI 
clients. This diet may be adopted as part of the FNC's 
practice intervention in an attempt to assure and maintain a 
healthier American population.
This study was designed to establish if a high fiber- 
high carbohydrate diet maintained for one month would 
decrease the serum blood levels of cholesterol and 
triglycerides. Therefore, the research question to be 
answered was: What is the effect of a high fiber-high
carbohydrate diet on triglyceride and cholesterol blood 
levels in post-myocardial infarction clients?
Chapter II
Theoretical Basis for Study
The theoretical basis for this study was the Neuman's 
Health-Care Systems Model, commonly called the "total person 
approach." Neuman’s Health-Care Systems Model was applied 
in the assessment and planning of client care relevant to 
dietary practices of post-myocardial infarction clients.
The Neuman model is basically an open systems model.
The components of the model are stress, the resultant 
reaction, and the client, who is interacting with his 
external environment. Neuman (1972) defines stress as 
tension-producing stimuli with the potential of causing 
disequilibrium. Reaction is defined as the amount of a 
system's instability caused by penetration of the stressor 
through the "normal line of defense." Reconstitution is 
that point in which a resolution to the stressor is obtained 
from the deepest degree of reaction back toward the "normal 
line of defense."
"The normal line of defense" is defined as a state of 
wellness, an adaptation state over time that is considered 
"normal" for the individual. The "flexible line of defense" 
is that dynamic state of wellness that includes the
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individual's current, immediate state, which is particularly 
susceptible to situational circumstances. A major aspect of 
this theory is that reconstitution in response to stress may 
begin at any level (primary, secondary, or tertiary) of 
reaction with the possibility of a new level of wellness 
established above or below the previous "normal line of 
defense" (Neuman, 1974).
The Neuman model makes two basic assumptions about 
man. First, man may be viewed as a total person 
encompassing all aspects of the human being and the 
multiplicity of variables that may affect behavior. Second, 
man is an open system in contact with his environment.
Nurses in the expanded role have the obligation to seek the 
highest potential level of stability for each individual 
client's system (Venable, 1974). This may be accomplished 
by strengthening or redirecting the client back to his 
previous boundary or helping him establish a new "normal 
line of defense."
In this study, the post-MI client was considered to 
be in constant interaction with his environment. The 
myocardial infarction (MI) was considered the stress that 
interrupted the client's "normal line of defense" (Church, 
1983).
By the process of interaction and adjustments a client 
maintains varying degrees of harmony and balance between his 
internal and external environment (Neuman, 1974).
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Throughout the interaction-adjustment process, various 
stressors (diet, exercise, and medications) are introduced. 
These variables make up the "flexible line of defense" which 
defend the individual against the situational stressor, the 
myocardial infarction. The FNC, with the client's 
assistance, increases the amount of resistance to the MI 
through diet education. Since the FNC has contact with 
post-MI clients after the acute stage when reconstitution 
should be in process, intervention may begin at any point. 
The FNC should first assist the client to deal with 
reactions to the stressor, the myocardial infarction. Next, 
the FNC should help the client form realistic perceptions of 
the subsequent adjustments to the stressor. Finally, 
strengthening the line of defense through diet education 
should also be under the direction of the FNC. During this 
time, clients need information and teaching; therefore, 
intervention by the FNC through diet teaching is very 
important.
In summary, the FNC strengthens the client's "flexible 
line of defense" through diet education. It is believed 
that teaching post-MI clients about the high fiber-high 
carbohydrate diet will decrease the incidence of recurring 
myocardial infarctions. Therefore, the high fiber-high 
carbohydrate diet will help "man" in his struggle with 





When serum blood levels of post-myocardial infarction 
clients who have utilized the high fiber-high carbohydrate 
diet are compared to serum blood levels of clients who did 
not utilize the diet, there will be no significant 
difference.
Theoretical Definitions
1. Post-myocardial infarction clients— adults between 
the ages of 25-76 years of age who have been diagnosed as 
having had a myocardial infarction for six months to one 
year prior to data collection, and who reside within a 
30-mile radius of Winona, Mississippi.
2. Utilize--individuals who attend three teaching 
sessions on the high fiber-high carbohydrate diet and follow 
the diet for a period of one month.
3. High fiber-high carbohydrate diet— a diet that 
provides generous amounts of starch and plant fiber. A 
diet that is restricted in sugar, fat, and cholesterol. A 
diet that restricts foods containing animal fats and 
saturated fatty acids and concentrates on poultry, fish,
9
10
vegetables, fruits, cottage cheese, and polyunsaturated 
fats .
4. Serum blood levels.
(a) Cholesterol— a fat soluble crystalline steroid 
alcohol found in animal fat and oils and egg yolks. (Normal 
values 140-270 mg/100 ml < 40 and 150-330 mg/100 ml > 40
[+ or -50 mg/150 ml]).
(b) Triglycerides— a compound consisting of a fatty 
acid and glycerol. Triglycerides make up most animal and 
vegetable fats and are the principal lipids in the blood. 
(Normal values 30-135 mg/100 ml [+ or -50 mg/100 ml]).
5. Compared— by utilizing the ^  test.
6. Significant— at the .05 level.
Operational Hypotheses
1. When the serum cholesterol levels of adults between 
the ages of 25-76 years of age, who have been diagnosed as 
having a myocardial infarction six months to one year prior 
to data collection, have attended two sessions on the high 
fiber-high carbohydrate diet, and have adhered to the diet 
for one month are compared using the ^  test to cholesterol 
levels of adults following a regular diet, there will be no 
significant difference at the .05 level.
2. When the serum triglyceride levels of adults 
between the ages of 25-76 years of age, who have been
diagnosed as having a myocardial infarction six months to
one year prior to data collection, have attended three
11
sessions on the high fiber-high carbohydrate diet, and have 
adhered to the diet for one month are compared using the 
^  test to triglyceride levels of adults following a regular 
diet, there will be no significant difference at the .05 
level.
Chapter IV 
Review of the Literature
A selected review of the literature is presented. The 
focus of this review is on hyperlipidemia and the impact of 
dietary management on selected blood chemistries, 




Hyperlipidemia, or an elevated blood lipid level, is 
frequently classified into one of various types of hyper­
lipoproteinemia, for which there are specific regimes of 
nutritional care. All blood lipids (cholesterol, 
phospholipid, and triglycerides) are bound to specific 
proteins that circulate in the plasma. The proteins 
transport the lipids into and out of plasma in complexes 
called lipoproteins. Abnormally high levels of one or more 
of these lipoproteins in the blood is called hyperlipopro­
teinemia (Eisenberg, 1982; Kannel, 1978; Simon & Sanders, 
1978; Grundy, 1977).
The principal reason for correcting hyperlipidemia is 
to reduce risk of cardiovascular disease. In fact, many
12
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individuals who have suffered a myocardial infarction or 
sudden death have had blood lipid levels which were elevated 
(greater than 250 mg/100 ml) above the United States norm. 
When developing a plan for reducing risk of cardiovascular 
disease, it is desirable to consider blood lipid levels 
(Cobb & Werner, 1982; Simon, 1978).
Kannel (1978) conducted a study monitoring concentra­
tion of cholesterol, triglycerides, and low density 
lipoproteins according to age. He used 200 participants 
ranging in age from 1 to 50+ years. These were divided into 
specific age groups which were 1-19, 20-29, 30-39, 40-49, 
and 50 years and up. Kannel concluded that levels of blood 
components were increased in proportion to age. He found 
that hyperlipidemia deserving attention exists when 
cholesterol exceeds 300 mg per 100 ml plus the person's age 
in years and when triglyceride levels exceed 150 mg per 100 
ml . He concluded that older Americans must control the 
amount of lipoproteins in the blood in order to decrease the 
tendency to develop coronary artery disease,
Fredrickson, Ward, and O'Malley (1979) did a study in 
Boston on 100 males with identified elevated blood levels of 
hyperlipoproteinemias. They placed each participant on a 
weight controlling diet low in saturated fats and 
cholesterol, liberal in polyunsaturated fats that avoided 
simple sugars and alcohol. They found after a month that 
triglyceride levels were lowered to below 150 mg per 100 ml.
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Wallis (1984) released results from a 10-year study 
conducted by the Federal Government on cholesterol. The 
most important conclusions are the following:
1. Heart disease is directly linked to the level of 
cholesterol in the blood.
2. Lowering cholesterol levels markedly reduces the 
incidence of fatal heart attacks.
American men were found to consume an average of about 
500 mg of cholesterol a day and women consume 350 mg. In 
both cases this is 60% more than the American Heart 
Association recommends.
The National Heart League for Blood Lipid's study 
provided conclusions about the relationship of elevated 
cholesterol to fatal myocardial infarctions. The study 
included 3,806 men between the ages of 35 and 59 who had 
blood cholesterol levels of 265 mg per ml of blood. Half 
were put on cholestyramine, a cholesterol-lowering drug for 
six times a day. This was used to replace a low cholesterol 
diet. The other half were given a placebo. By the end of 
the study, the experimental group had an average of 85% 
lower cholesterol levels than the control group and had 
suffered 19% fewer myocardial infarctions. Overall cardiac 
death rate was 24% lower than that of the placebo group 
(Wallis, 1984).
Large quantities of simple dietary carbohydrates will 
cause an increase in the amount of serum triglycerides in
15
some people. This increase refers to the fact that the 
liver converts the excess carbohydrates to triglycerides, 
which may exceed the cleaning capacity of the adipose tissue 
and results in increased serum triglyceride levels. Sucrose 
and fructose are more effective than starch as inducers of 
this hypertriglyceridemia. Some people are more sensitive 
than others, but carbohydrate-induced hypertriglyceridemia 
seems to be closely related to an impaired glucose tolerance 
(Jones, 1982; Karl, 1978; Lewis, 1981; Scheiz, 1980).
Since circulatory triglycerides can be made from 
dietary sources of carbohydrates, controlling carbohydrate 
intake may help correct some forms of hypertriglyceridema. 
However, serum triglyceride levels can usually be controlled 
if the diet (a) does not contain excess calories and (b) has 
a moderate to fair high content of complex carbohydrates 
(with very little added sugar) (Blankenhorn, 1978). Many 
individuals can achieve an acceptable triglyceride level 
with this pattern even if 50% or more of the calories are 
provided by carbohydrates (Kharacharian, 1977; Reckless,
1978; Scheiz, 1980).
The value of treating hyperlipidemia is probably much 
greater for young adults. There are reports that early 
atherosclerosis may regress in femoral arteries in humans if 
serum cholesterol and triglyceride levels are lowered 
(Blankenhorn, 1978; Gotto, 1979). Guthrie (1981) and 
Williams (1982) found data to indicate that a high
16
consumption of dietary cholesterol and animal fats may lead 
to abnormal levels of cholesterol bodies in the blood in 
susceptible individuals and that an increased intake of 
plant fat, especially those containing linoleic acid, lowers 
the blood lipids.
Dietary Management
In 1977 the Committee on Nutrition of the United States 
Senate Committee recommended a prudent diet for Americans. 
After hearing testimony from nutrition experts from all over 
the world the McGovern Committee recommended "Dietary Goals 
for the United States." They suggested the following 
changes in the American dietary habits:
1. Increase starch intake from vegetables 
and whole grains.
2. Decrease consumption of sugars (sucrose) 
and foods high in sugar content.
3. Decrease total fat and cholesterol con­
sumption by decreasing intake of meats, eggs, and 
high-fat dairy products.
4. Increase consumption of poultry, fish, 
and nonfat milk.
5. Decrease consumption of salt and salty 
food. (Kharacharian, 1977, p. 19)
Research— Dietary Factors
Research has revealed numerous dietary factors which 
may and can influence blood lipid levels (Church, 1981; 
Guthrie, 1981; Kharacharian, 1977; Van Dorp, 1980;
17
Williams, 1980). These factors include the amount and type 
of dietary fat, dietary cholesterol, amount and type of 
dietary fiber, source of dietary protein, alcohol, sugar, 
and less well-studied non-nutritive components of foods.
When combined in the di e t , some components of foods may 
interact to produce a greater lipid lowering effect than 
would be anticipated on the basis of their known independent 
effects.
Diets that lower blood triglycerides and cholesterol 
levels contain more dietary fiber than conventional diets. 
Studies by Jones (1982), Church (1983), and Miller and 
Miller (1980) indicate that triglyceride and cholesterol 
levels usually rise concurrently; a high triglyceride 
usually means a high cholesterol level.
Pectin, a form of dietary fiber found in fruit, has 
been found to lower serum cholesterol and triglyceride 
levels. Dietary fibers lower these blood levels by binding 
with bile acids, thus leading to an increased triglyceride 
and cholesterol degradation and excretion via the bile acid 
pathways (Van Dorp, 1980). Van Dorp discovered how 
cholesterol and triglycerides are excreted as a result of a 
study of 40 white males. Foods were dyed so that they could 
be traced through the digestive system with x-rays. The 
time was recorded during each stage of the digestive 
process; results were based on comparing the normal 
digestion with the excretion of the dyes.
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Hellendorm (1980) studied 100 women participants who 
used soy protein substitutes for a period of six months. 
During this time, the cholesterol and triglyceride blood 
levels were frequently monitored. Kannel (1978) also used 
the principles of the same study utilizing a smaller sample 
size. He placed 50 women on a soybean textured protein 
substitution diet for three months. Both researchers 
concluded that the diet provided generous amounts of starch 
and plant fiber. They also noted that this diet was 
restricted in sugar, fat, and cholesterol. They also 
further established that eating fat blocks the action of 
insulin. These findings were later supported by Gotto 
(1979) .
Effects of fiber on serum cholesterol and triglycerides 
are still under investigation. Generally, bran has not been 
found to have significant hypocholesterolemic and hypo- 
triglyceridema effects whereas pectin and other high fiber 
containing food may be significant in reducing these levels 
(Grundy, 1977).
Vegetarian diets have many features which have been 
identified as having antilipemic effects. Many types of 
vegetarian diets are low in cholesterol and triglycerides, 
have a high carbohydrate value which provides less than 
30-35% of calories of fat, include considerable fiber of a 
variety of types, include legumes and/or soy proteins, and 
seldom provide excess calories (Sanders, 1978; Simon,
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1978). It is not surprising, therefore, that vegetarians 
tend to have lower serum lipid levels than do 
nonvegetarians.
A study conducted by Simon and Sanders (1978) utilized 
150 male vegetarian Seventh-Day Adventists. Results 
revealed that the vegetarians had lower incidences of fatal 
coronary heart disease than do nonvegetarians. As a result 
of the findings, Simon and Sanders have suggested that a 
vegetarian type of diet may be desirable for treatment of 
certain kinds of hyperlipidemia.
Anderson, Kiehm, and Ward (1978) are the pioneers in 
using the high fiber-high carbohydrate diet. They believe 
that adaptation of recommendations made by the United States 
Senate would reduce the staggering death toll from heart 
attacks and cardiovascular disease.
Anderson, Chen, and Sieling (1980) published findings 
from studies done at the HCF (high carbohydrate fiber) 
Diabetes Research Foundation in Lexington, Kentucky, from 
1970-1976. The findings were based on longitudinal studies 
using both diabetic and nondiabetic participants. The 
research demonstrated that eating plant fiber improves 
glucose and fat metabolism. The starches and sugars are 
more slowly absorbed when eaten as part of a high fiber 
diet. Thus, after a HCF meal the blood sugar elevation 
is not as great as after a low fiber meal. Although
20
these diets were initially intended to lower blood sugar 
levels in diabetics, the researchers discovered that it also 
lowered other serum values. Several plant fibers lower 
blood cholesterol values in a dramatic fashion. The HCF 
diet lowered blood cholesterol levels by an average of 
50 points (50 mg/100 ml). The high fiber in the diet also 
tended to lower blood triglyceride levels. The blood 
cholesterol fell by 25% or about 60 mg per 100 ml in the 
average person participating in the study. Blood 
triglycerides, the neutral fats that are stored as fatty 
tissue, also dropped by 15% or about 25 mg per 100 ml 
(Anderson et al., 1980).
Anderson et al. (1980) made some assumptions about the 
use of the HCF diet. First, because plant fiber lowers 
blood fats, it must be beneficial in preventing heart 
disease and hardening of the arteries. Second, the HCF 
is recommended for most individuals with blood fat 
abnormalities (elevated cholesterol and triglyceride 
levels). Third, the HCF diet is healthy for all adults and 
is especially beneficial for persons with diabetes. The 
researchers also made some assumptions about how fiber 
appears to lower blood cholesterol. First, fibers may 
increase loss in the stool of cholesterol and cholesterol- 
related materials. Second, the fiber may direct the 
intestines to manufacture proteins to help clear cholesterol 
out of the blood stream. Third, recent studies in the
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laboratory indicate that fiber directly inhibits the 
manufacture of cholesterol in the liver.
Many physicians, nutritionists, and practitioners are 
prescribing a low cholesterol, low-fat (high fiber-high 
carbohydrate) diet. This is considered a step forward, for 
the American people ordinarily consume a very high 
percentage of fat in the diet. Approximately 40% of the 
calories consumed daily are derived from fat. The American 
public should cut its fat intake from 40% to 20% or 30% and 
thereby reduce the total caloric intake (Church, 1981;
Gates, 1982; Jones, 1982; Williams, 1980).
Summary
High fiber-high carbohydrate diets reduce blood lipid 
levels. This is objective data which have been established 
through different studies. The decreasing of the blood 
lipid levels in individuals may decrease or eliminate the 
risks of cardiovascular disease in the United States. This 
researcher identified some limitations with the studies 
included in this review of literature. First, none of the 
studies were conducted in the South. Second, small rural 
communities in Mississippi have not been used. Third, the 
effects of a high fiber-high carbohydrate diet on post- 
myocardial infarction clients have not been studied.
Because of these limitations, the researcher has established 
the need for this study in a small rural community in 
Mississippi.
Chapter V
Research Design and Methodology
Research Design
The general research approach selected for this 
study was quasi-experimental. An experiment is a scientific 
investigation in which observations are made and data are 
collected according to a set of well-defined criteria 
(Polit & Hungler, 1983). In a quasi-experimental study, the 
researcher does something to at least some of the subjects 
in the study, and the researcher introduces one or more 
controls over the experimental situation. A quasi- 
experimental study involves the manipulation of an 
independent variable which is the institution of a 
treatment. The specific research design used here was the 
two groups— pretest and posttest. This design utilized the 
posttest means to determine the effects of the study. In 
this study the diet was manipulated to observe the effect on 
the level of cholesterol and triglycerides in the blood of 
post-myocardial infarction subjects.
Variables
The independent variable in this study was adherence 
to the high fiber-high carbohydrate diet. The dependent
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variables in the study were post-serum blood levels of 
cholesterol and triglycerides. Intervening variables may 
have included additional learning from other health 
professionals, the media, and the discussion of the 
investigation among the participants.
Setting, Population, and Sample
The setting of this study was a small rural town in 
Mississippi which had a population of 6,230 in 1984. About 
46.2% of the people live in rural areas with approximately 
32% Black and 68% White. In 1984 the median income for the 
labor force was $5,952. Mississippi had 18,534 deaths due 
to heart disease in 1984 while the county under study had 
164 in 1984 (Montgomery County, 1984).
The county has two small rural hospitals with approxi­
mately 2,000 admissions yearly. Of this number, about one 
third of these admissions have been diagnosed with some 
form of cardiovascular disease. According to statistics, 
about one half of the one third have had a myocardial 
infarction (M. Carter, personal communication, January 2, 
1985; B. Moore, personal communication, January 2, 1985).
This rural community is indicative of the Southern 
customs, especially diet. The diets of many of the 
residents are usually high in the polyunsaturated fats.
The Southern diet, which is usually high in sodium and 
cholesterol, is the primary way the residents in this 
community obtain sustenance.
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The physician’s office clientele consisted of all ages 
and disease processes, with about one half having some form 
of cardiovascular problems. The one half having cardio­
vascular problems were between the ages of 25 and 98 years 
of age (A. Allen, personal communication, January 4,
1985).
The sample was taken from a physician’s office in a 
private family practice. The participants were selected 
from the physician’s total client load during the time of 
the study. The sample thus consisted of all the post- 
myocardial infarction clients who met the criteria of 
age and diagnosis and who agreed to participate in the 
study.
The researcher asked the receptionist to keep a list of 
potential participants for contact purposes. Each client’s 
diagnosis is on the file card pulled when the client visits 
the physician. The office receptionist kept this list for 
one and one half months prior to implementation of the 
study. From the names on the list, two groups were 
obtained. This was accomplished through random selection, 
by putting all potential participants' numbers in a barrel 
and drawing them out in succession, and placing every other 




The physician was approached by the researcher prior to 
the study to determine if the study could be conducted in 
his practice. At this time, informed consent was obtained 
from the physician to use participants from his practice 
(see Appendix A). The physician was asked to talk to the 
potential participants about the proposed study as he saw 
them in the office. Lab work and teaching sessions were 
conducted in the physician's office.
After the sample groups were divided, preparations were 
made for initiating contact. Initial contact with potential 
participants was a phone call to set up a home visit. This 
contact established if subjects were interested in partici­
pating in this research study.
After initial contact, the researcher made home visits 
to each of the potential participants. This home visit 
lasted from 30-45 minutes. At this home visit, the 
researcher explained the study, obtained informed consent 
(see Appendix B ) , and set up appointments in the physician's 
office to have initial lab work done. At the home visit, 
the researcher had all participants in the study to complete 
the Health and Nutritional Profile (see Appendix C) 
developed by the researcher. This questionnaire collected 
demographic data, present dietary habits, and the type and 
kinds of medications taken routinely.
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All participants were asked to keep a diet diary during 
the study. The researcher, at the initial contact, 
explained how to keep an accurate diet diary. The diet 
diary consisted of the following information: type of food
eaten, time eaten, amount eaten, and the types of liquids 
consumed during meals and at snacks. This was divided into 
24-hour time intervals (see Appendix C) to extend over the 
time period of the study. This diet diary was given to the 
researcher when the final lab work was drawn.
The participants were assigned appointments for initial 
lab work depending on their status as a member of the 
control or experimental group. The experimental group was 
seen on the following day because the first teaching session 
was immediately following this visit. The second teaching 
session took place two days later in the physician's 
office. The third session was on the following Tuesday, 
fours days later.
Serum blood levels were drawn by the researcher in 
the physician's office. The physician and researcher 
instructed the post-MI clients that no special dietary 
preparation was needed prior to the lab work being drawn.
All lab work was drawn by the researcher. However, the 
researcher had asked the office nurse to be available at 
this time for assistance.
At the teaching sessions the clients were taught the 
high fiber-high carbohydrate diet. These three teaching
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sessions lasted approximately two hours each. To determine 
what information was presented to the experimental group, 
refer to Appendix D. These teaching sessions were 
supplemented by three information sheets (see Appendices E, 
F, and G ) . The control group received no teaching and were 
free to continue their current dietary patterns.
The clients in the experimental group were asked to 
practice the high fiber-high carbohydrate diet for a period 
of one month. At the end of one month, both groups were 
asked to return for serum blood levels (cholesterol and 
triglycerides) to be drawn. The clients who participated in 
the study were given a certificate stating their partici­
pation and completion of the study. Data were collected 
during January-February, 1985.
Instrumentation
The Health and Nutritional Profile was one tool used in 
this study. This questionnaire was developed by the 
researcher to gather information from the client (see 
Appendix C). This questionnaire consists of 13 questions; 
with 3 being circle the appropriate response, 2 of the check 
type, and 9 fil1-in-the-blanks. The last question which 
consists of a fill-in-the-blank is a 48-hour diet recall.
The Health and Nutritional Profile used in the study 
had no established reliability and validity. Since this was 
a possible problem that might affect the study, the 
researcher pretested the profile with 10 persons with
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hypertension at the Blood Pressure Monitoring Program 
sponsored by the First Baptist Church in Winona,
Mississippi. The participants had been hypertensive for at 
least one year. The age range was from 33-72 years of age. 
Question analysis revealed that each participant had 
answered the questions appropriately. The questionnaire 
took the expected length of time (approximately 20 
minutes). One participant had the questionnaire read to her 
and gave appropriate answers. The participants were asked 
to comment on the questionnaire. Some responses included 
short, easy to follow, and able to be understood. The 
definitions of anticoagulants, antihypertensive, and 
diuretics had been explained.
The diet diaries the clients were asked to keep were 
turned in at the time the second lab work was drawn. The 
diaries were divided into 24-hour periods. The diaries have 
available space for the type of food eaten, time eaten, 
amount eaten, and the types of liquids consumed at meals and 
at in-between meal snacks.
The lab tests selected for evaluation during this study 
were the serum cholesterol and triglyceride levels. The 
blood for laboratory studies was drawn at the beginning and 
end of the study. The reliability and validity of the lab 
tests utilized in this study have been clearly established. 
Elevated serum cholesterol and triglyceride levels are 
reliable indicators of the presence and extent of coronary
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artery disease (Wallach, 1978). The degree of coronary 
heart disease concurrently increases with elevated 
cholesterol and triglyceride levels.
Statistical Test
The statistical test utilized in this study was the 
t_ test. The test was utilized because it allows the 
comparison of two groups of subjects on the dependent 
variable of interest. One procedure of testing differences 
in group means is the t-test analysis. Also, the ^  test is 
used for small studies, those with less than 30 (Polit & 
Hungler, 1983).
Assumptions
1. Myocardial infarction is an end result of coronary 
artery disease.
2. Coronary artery disease is related to elevated 
serum levels of certain lipids (cholesterol and 
triglycerides).
3. Coronary artery disease is a major health 
problem, with the incidence of myocardial infarction on the 
increase.
4. Coronary artery disease may be controlled by 
regulating certain risk factors.
5. Clients, after instruction, will be able to follow 
the high fiber-high carbohydrate diet.
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6. An increase in counseling and instruction will take 
place, if nurses and other health care providers are more 
aware of the impact of diet on serum lipids.
Limitations
1. The study was done with outpatient post-myocardial 
infarction clients in a family practice in rural Mississippi 
which limits generalizations to outpatient post-myocardial 
clients in a suburban area or city and/or other areas of the 
country.
2. The study was done with members of the Black and of 
the White races only, which limits generalizations to other 
races and nationalities.
3. Small sample size may limit generalization.
Chapter VI
Analysis of Data
The purpose of this study was to determine the degree 
to which the high fiber-high carbohydrate diet affected 
blood cholesterol and triglyceride levels in post-myocardial 
infarction clients. Data were collected from subjects who 
completed a researcher-designed questionnaire entitled 
"Health and Nutritional Profile" and had blood drawn. The 
tool assessed demographic data and current dietary practices 
of post-MI subjects. Serum cholesterol and triglycerides 
were obtained from the blood samples.
There were two measures of blood cholesterol and 
triglycerides levels per subject. The first was collected 
after the Health and Nutritional Profile was completed. The 
second blood levels of cholesterol and triglycerides were 
collected four weeks after the conclusion of the teaching 
sessions for the experimental group. The experimental group 
practiced the high fiber-high carbohydrate diet for four 
weeks, while the control group was allowed to continue 
present dietary practices during the four-week period.
A total of 18 subjects completed the study, 9 in the 
control and 9 in the experimental group. The age range of 
the subjects in the experimental group was 38-75 years, with
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a mean of 62.1 years. The age range of the control group 
was 44-72 years, with a mean of 53 years. The educational 
level for the experimental group ranged from 9-16 years, 
with a mean of 10.5 years. The educational level for the 
control group ranged from 9-14 years, with a mean of 11,3 
years.
Income for the experimental group was between 
$465-$l,001/monthly, with a mean of $618. Income for the 
control group was $469-$925/monthly, with a mean of $642. 
Both the experimental and control groups had 4 (2.25%) 
females and 5 (1.8%) males. The experimental group had 2 
(4.5%) Blacks and 7 (1.28%) Whites. The control group had 4 
(2.25%) Blacks and 5 (1.8%) Whites. The experimental group 
was post-MI 7-24 months, with a mean of 11.8 months 
post-MI. The control group was post-MI 6-16 months, with a 
mean of 9.5 months post-MI. These sample characteristics 
can be found in Table 1.
The pre-blood cholesterol levels of the experimental 
group ranged from 149-425 mg/100 ml, with a mean of 259.4 
mg/100 ml. The pre-blood cholesterol levels of the control 
group ranged from 131-325 mg/100 ml, with a mean of 243.2 
mg/100 ml. The pre-blood triglyceride levels of the 
experimental group ranged from 63-324 mg/100 ml, with a mean 
of 159.6 mg/100 ml. The pre-blood triglyceride levels of 
the control group ranged from 58-274 mg/100 ml, with a mean 
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The post-cholesterol levels of the experimental group 
ranged from 146-338 mg/100 ml, with a mean of 197.4 mg/100 
ml. The post-cholesterol levels of the control group ranged 
from 118-356 mg/100 ml, with a mean of 237.1 mg/100 ml. The 
post-triglyceride levels of the experimental group ranged 
from 56-204 mg/100 ml, with a mean of 103.7 mg/100 ml. The 
post-triglyceride levels of the control group ranged from 
64-238 mg/100 ml, with a mean of 160.4 mg/100 ml. These 
data are presented in Table 1.
Hypothesis
The researcher hypothesized that there would be no 
significant difference in the blood cholesterol and 
triglyceride levels of post-MI subjects who practiced the 
high fiber-high carbohydrate diet and the blood cholesterol 
and triglyceride levels of post-MI subjects who did not 
practice the diet. To test this hypothesis, post-blood 
values were subjected to the test at the .05 level of 
significance.
To compare the groups at the beginning of data 
collection, ^  values for pre-cholesterol and triglyceride 
levels were computed. The obtained ^  value for pre-blood 
cholesterol was .38. The obtained ^  value for pre-blood 
triglycerides was -.03. Both ^  values were not significant 
at the .05 level, indicating that the groups were similar 
and that the random assignment had been accomplished.
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At completion of the study, post-blood cholesterol and 
triglyceride levels were obtained and compared using the 
^  test. The results revealed no significant difference at 
the .05 level. The ^  value for post-blood cholesterol level 
was -.90. The ^  value for post-blood triglyceride level was 
-1.95. This led the researcher to fail to reject the null 
hypothesis. These data can be found in Table 2.
Table 2
A t-Test Comparison of Pre and Post Blood Values of 
Cholesterol and Triglycerides
Variable n_ M SD t
Pretest
Cholesterol
Experimental 9 259.4444 100.201
Control 9 243.2222 77.412
.38
Triglycerides
Experimental 9 159.5556 75.450




Experimental 9 197.4444 101.983
Control 9 237.1111 84.066
-.90
Triglycerides
Experimental 9 103.6667 52.130




Changes in blood cholesterol levels in the experimental 
group decreased in a range from 3-87 mg/100 ml. Blood 
triglyceride levels in the experimental group decreased in a 
range from 6-120 mg/100 ml.
To compare the groups, a change score for blood 
cholesterol and a change score for triglycerides were 
obtained. The change scores were then subjected to the 
^  test at the .05 level of significance. The ^  value for 
the cholesterol level change was 3.19. The ^  value for the 
triglyceride level change was 3.40. Both these values were 
significant at the .05 level indicating that the 
experimental group experienced a greater degree of change 
than the control group. These data can be found in Table 3.
Table 3
A t-Test Comparison of Change in Pre and Post Values 
of Cholesterol and Triglyceride Levels
Group n_ M SD t
Pre-Post Cholesterol Change
Experimental 9 62.00 46.8
3.19*
Control 9 6.11 23.7
Pre-Post Triglyceride Change
Experimental 9 55 • 9 48.5
3.40*
Control 9 .11 8.6
E. 1 .05
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During the data gathering process the researcher noted 
that some of the clients stated that they had not been given 
any specific dietary instructions post-MI. Teaching post-MI 
had been limited to a statement about a reduction in sodium 
content.
The researcher must also note that although data is not 
available for all clients, four clients in the experimental 
group lost a total of 20.5 pounds. Other members in the 
experimental group reported weight loss but failed to keep a 
record.
None of the subjects had practiced the high fiber-high 
carbohydrate diet prior to this study. The subjects 
revealed the diet contained many of their usual foods. 
Therefore, they were able to follow this diet without diffi­
culties. Data from the diet diaries revealed the subjects 
had had no problems with compliance while on the diet. 
Therefore, the high fiber-high carbohydrate diet was adapted 
easily to the Southern dietary customs.
All of the subjects denied ever having participated in 
a study utilizing diet diaries; however, at the end of the 
study they all stated that the diaries had made them more 
aware of their daily food intake. Some of the subjects 
stated they would continue this practice for the physician 
and home health nurse.
Chapter VII
Summary, Conclusions, Implications, 
and Recommendations
Summary
This was a quasi-experimental study designed to 
determine the difference in blood cholesterol and 
triglyceride levels of subjects post-myocardial infarction 
(post-MI) who practiced the high fiber-high carbohydrate 
diet and subjects post-MI who did not practice the diet.
The researcher had hypothesized that when the blood levels 
of cholesterol and triglycerides of post-MI subjects who 
were practicing the high fiber-high carbohydrate diet were 
compared to those who were not practicing the diet, there 
would be no significant difference.
There was a total of 18 subjects in the study, two 
groups with nine participants in each group. The researcher 
met with the groups several times. The Health and 
Nutritional Profile was completed on all subjects. Initial 
blood cholesterol and triglyceride levels were obtained at 
the third meeting. The experimental group met two other 
times in which the high fiber-high carbohydrate diet was 
discussed and explained. At the end of the study, both
38
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groups returned to have blood cholesterol and blood 
triglyceride levels drawn.
The analysis of data regarding cholesterol and 
triglyceride levels revealed no significant difference in 
the blood cholesterol and blood triglyceride levels between 
the experimental group and the control group. Therefore, it 
would appear that the high fiber-high carbohydrate diet does 
not significantly lower the blood cholesterol and 
triglyceride levels in those who practice the diet.
However, when the experimental group and control group were 
compared according to the degree of change in blood values, 
a significant decrease in the blood cholesterol and 
triglyceride levels was noted in the experimental group.
Conclusions and Implications
Based on the findings of this study, the researcher 
concluded that overall the high fiber-high carbohydrate diet 
had no significant effect on blood cholesterol and 
triglyceride levels. This finding contradicts the studies 
of other researchers. Anderson, Chen, and Sieling (1980) 
found the high fiber-high carbohydrate diets lower blood 
fats and are therefore beneficial in preventing heart 
disease and hardening of the arteries. They found the high 
fiber-high carbohydrate diet lowers blood cholesterol levels 
by 100 mg/100 ml and blood triglyceride levels by 25 mg/100 
ml. These researchers also found the diet beneficial and 
healthy in all adults. Church (1981) also found diets
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that contain more dietary fiber tend to lower blood 
triglyceride and cholesterol levels. The researcher's 
findings do not support the above data. However, the fact 
that the change score analysis did find more reduction 
in the experimental group in blood cholesterol and 
triglycerides suggests the need for further study. The 
researcher notes the small sample size and suggests the use 
of a larger sample in future studies.
Because of this conflicting data, the researcher 
recommends that more research needs to be conducted to 
establish effectiveness of the diet. However, the 
researcher recommends that until further data are available 
that the diet still be utilized with post-MI clients to 
strengthen their "flexible line of defense." The high 
fiber-high carbohydrate diet should be incorporated into the 
dietary management of clients in the Family Nurse 
Clinician's (FNC) practice at risk for a myocardial 
infarction until further research reveals a more effective 
dietary means.
The researcher noted that the treatment time was 
limited. It would be beneficial to conduct a similar study 
over a longer period of time with long-term follow-up.
An observation the researcher found interesting was the 
statement of the clients that they had not obtained any 
specific dietary teachings post-MI. This lack of teaching 
suggests that all clients need specific dietary instruction.
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This would also suggest further research into how much MI 
clients know about diet.
Another finding of the study was that clients in the 
experimental group lost weight. Four (2.25%) subjects lost 
a total of 20.5 pounds. Anderson et al. (1980) assumed that 
high fiber may increase loss in the stool of cholesterol and 
cholesterol-related materials and thus lead to weight loss. 
This would suggest the need to study the effects of the high 
fiber-high carbohydrate diet on weight loss in clients.
The clients noted that the high fiber-high carbohydrate 
diet was practical. The subjects were able to substitute 
many of their usual foods in the diet. This would appear to 
indicate that the high fiber-high carbohydrate diet can be 
adapted by the Southern population.
The diet diaries were found to be especially helpful to 
the subjects. These diaries appeared to make the subjects 
more diet conscious. This finding indicates that diet 
diaries should be incorporated in the dietary management of 
post-MI clients. The diaries strengthened the line of 
communication between the client and the researcher. 
Therefore, diet diaries would improve the communication 
between all clients and their health care providers.
Recommendations
The researcher makes the following recommendations as a 




1. Replication of the study with a longer treatment 
period.
2. Replication of the study using a larger sample
size.
3. Conduction of a longitudinal study to determine 
long-term effects of the high fiber-high carbohydrate diet 
on post-MI subjects.
4. Conduction of other controlled experimental studies 
testing the effects of the high fiber-high carbohydrate 
diet, with particular attention to weight loss.
Nursing
1. Assessing client's dietary knowledge post-MI.
2. Teaching the high fiber-high carbohydrate diet as a 
means of dietary management post-MI, thereby increasing the 
"flexible line of defense."
3. Selecting the high fiber-high carbohydrate diet 
when working with clients of Southern heritage.
4- Incorporating the use of diet diaries in management 
of clients with nutritional problems.
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Appendix A 
Informed Consent of Physician
1. The office of
willingly agrees to allow clients of this facility to 
participate in the study of the below named graduate 
student for the following time period, _________________
2. The purpose and method of this study have been dis­
cussed and I, the physician, understand the purposes 
the student wishes to achieve and the merit of the 
study.
3. Mrs. Evelyn Baskin has answered questions to ray satis­
faction ,
4. This facility has been informed by Mrs. Baskin that 
names will not be used in any manner with students, 
faculty, and others.
5. To the best of my ability, I judge that no danger 
(psychological, social, physical, mental, or emotional) 
exists by participating in this study.
Signed:   Date:
I explained the purpose of the study on this date and 
informed this office of the methods and techniques to be 
utilized in the study.
Signed:   Date:
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Appendix B
Informed Consent of Participants
Statement of Intent
The purpose of this study is to research the effects of 
a high fiber-high carbohydrate diet on blood triglyceride 
and cholesterol levels. In order to determine these 
results, selected participants will receive three teaching 
sessions on this diet and are expected to follow the diet 
for one month. A second group of selected participants will 
not be taught the diet and will be allowed to continue their 
present dietary habits. All participants will have blood 
samples drawn at the beginning of the study and one month 
later at the end of the study.
Statement of Informed Consent
1. I, willingly agree to
participate in the study of the below named 
graduate student for the following time period.
2. I have had the method of this study explained, and 
I understand the purposes the student wishes to 
achieve and the merit of the study,
3. Mrs. Evelyn Baskin has answered my questions to my 
satisfaction, and I understand that I can withdraw 
from participation at any time.
4. I have been informed by Mrs. Evelyn Baskin that my 
name will not be used in any manner with students, 
faculty, or others.
5. To the best of my ability, I judge that I am in no 
danger (psychological, social, physical, mental, 








Health and Nutritional Profile
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Sex : M___  F___
Marital Status :
M  8__ D  W__
Monthly Income:
$____________Educational Level






4. Atherosclerotic heart disease
B. How long have you had the above?
months/years,1. Cardiovascular disease ______
2. Hypertension ________  months/years.
3. Myocardial infarction _________  months/years.
4. Atherosclerotic heart disease _________
months/years.






4. Cholesterol and/or triglyceride-lowering drugs 






1st Sample Date 
Triglycerides
Post
2nd Sample Date 
Triglycerides
B. Cholesterol
(140-270 mg/100 ml) < 40 
(150-330 mg/100 ml) > 40
Pre
1st Sample Date 
Cholesterol
Post
2nd Sample Date 
Cholesterol
IV. Diet History
A. Are you currently on a special and/or restricted 




Who prepares meals? 
Shops for groceries?
How would you describe your nutritional habits?
_____ good;  fair;  poor. If other than
good, explain: _____________________________________
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Sample Page from Diet Diary 
for 24 Hours
Date : , 1985
Record all foods eaten or drinked today in the appropriate 
space provided below:












Topical Outline of Teaching Sessions with 
Experimental Group About the High Fiber- 
High Carbohydrate Diet
Session





II. Presentation and Application of the High Fiber- 
High Carbohydrate Diet
A. Daily food allowances (Diet Handout)
B. Handout on "Shopping Hints"
C. Handout on "Eating the High Fiber-High
Carbohydrate Diet"
III. Final Discussion/Review of Previous Sessions
A. Questions and answers by the group/researcher
B. Making sample menus
C. Questions and answers by the researcher/group
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Appendix F
Diet Caloric Checklist 
Daily Food Allowances in Exchanges
Examples of Different Calorie Levels
CALORIES 1000 1200 1400 1500 1600 1800 2000 2201
Milk
exchanges 1 1 1 1 1 2 2 2
A Vegetables 3 2 4 4 4 3 4 4
B Vegetables 2 3 2 3 3 2 3 4
C Vegetables 2 2 3 2 3 3 3 3
Bean
exchanges 1 2 1 2 1 1 2 2
Cereal
exchanges 1 1 1 1 1 2 1 1
Bread
exchanges 4 4 6 7 8 8 8 9
Fruit
exchanges 1 2 2 2 2 3 5 6
Meat
exchanges 3 3 3 3 4 4 4 5
Fat
exchanges 3 5 7 7 7 8 10 11
FIBER CONTENT
Grams per 
day 37 47 48 57 54 55 68 74
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Milk Exchanges
Milk is one of the important basic foods which you 
should have every day. Milk is an important source of 
protein, calcium, and several vitamins. You should only use 
skim milk, skim milk powder, or evaporated skim milk. Skim 
milk and other milk products such as yogurt should not 
contain more than 1 gram of fat per exchange.
Item Amount
Skim milk
Skim milk, powdered 
Skim milk, evaporated 
Yogurt, skim, plain 




5 o z .
4 o z .
One exchange averages 11 grams carbohydrate 
8 grams protein 
1/2 gram fat 




Using a wide variety of vegetables promotes good health 
and vitality. While most vegetables are low in calories, 
they provide fiber and a variety of vitamins and minerals. 
The variety of colors and flavors make your diet interesting 
as well as satisfying.
Vegetables may be purchased in any form (fresh, frozen, 
or canned) but should not have fat, sauces, cheeses, glazes, 
sugar, or similar seasonings added. Preparation of vege­
table casseroles will aide in using a variety of vegetables 
and may replace a meat entree.
Item Amount
Bean sprouts 1/2 cup
Beans, green, raw 1/2 cup
Beans, runner, raw 1/2 cup
Beans, string, raw 1/2 cup
Broccoli, cooked 1/2 cup
Broccoli, fresh 1/2 cup
Cabbage, cooked 1/2 cup
Cabbage, red or white 1/2 cup
Carrots, cooked 1/2 cup
Carrots, raw, grated 1/2 cup
Cauliflower, cooked 1/2 cup
Cauliflower, raw 1/2 cup
Eggplant, raw 1/2 cup
Kale , cooked 1/2 cup
Okra, raw 1/2 cup
Onion, cooked 1/2 cup
Onion, raw 1/2 cup
Onion, spring, raw 2 medium
Pepper, green, raw 1/2 cup
Squash, summer, cooked 1/2 cup
Turnip greens, cooked 1/2 cup





FREE VEGETABLES : You may ]have 1/2 to 1 cup
















Brussel sprouts, cooked 





















4 grams carbohydrate 
2 grams protein 
0 grams fat 
2 grams fiber 
24 calories
*Limit the use of vegetable juice to only one time each 




Barley, pearled, dry 1 1/2 tablespoons
C o r n , sweet, cooked 1/2 cup
Corn, sweet, raw 1/2 medium ear
P e a s , processed, raw 1/2 cup
Potatoes, sweet, baked 1/2 medium
Potatoes, white, baked 1/2 medium
Potatoes, white, cooked 1/2 cup
Rice, brown, cooked 1/3 cup
Rice, white, cooked 1/3 cupSquash, winter, cooked 1 cup
Yams, cooked (with skins) 1/3 cup
One exchange averages : 15 grams carbohydrate
gx-a.mfc> pi'u t e ­
l/2 gram fat 




Dried beans are excellent sources of protein, carbo­
hydrate, minerals, and fiber. The type of fiber in beans is 
useful in lowering the blood cholesterol concentration.
Using beans as a source of protein eliminates the saturated 
fats and cholesterol that accompany meat protein. Some of 
your meat allowances such as ham can be used to season beans 
and improve the quality of protein that you eat. You do not 
have to eat meat at every meal to receive a complete 
protein. Combining beans with rice or other grains improves 
the quality of protein that you are receiving without using 
m e a t .
Item
Beans, brown, cooked 
Beans, kidney, cooked 
Beans, lima, cooked 
Beans, pinto, cooked 









One exchange averages: 12 1/2 grams carbohydrate 
6 1/2 grams protein 
1/2 gram fat 




Cereals are an excellent source of fiber and also 
provide vitamins and minerals. Some of the high fiber 
cereals on the market contain excessive amounts of sugar.
We have selected cereals which provide an adequate amount of 
fiber and do not, in our opinion, have excessive amounts of 
sugar. You may want to use some of your fruit instead of an 
artificial sweetener to sweeten your cereal. Cereal need 
not be limited to breakfast since it also makes a good 
bedtime snack.
Item Amount
All Bran 1/3 cup
Bran Chex 1/2 cup
Corn Chex 3/4 cup
Corn Bran 1/2 cup
Corn Flakes 3/4 cup
Grapenut Flakes 2/3 cup
Grapenuts 3 tablespoons
Grits, dry 2 tablespoons
Oat bran, dry 1/4 cup
Fortified Oat Flakes 1/2 cup
Oatmeal, instant, dry 3/4 package
Oats, whole, dry 1/4 cup
100% Bran 1/3 cup
Post Toasties 1 cup
Puffed Wheat 3/4 cup
Ralston, dry 3 tablespoons
Shredded Wheat 1 biscuit
Shredded Wheat, spoon size 1/2 cup
Total 3/4 cup
Wheaties 3/4 cup
One exchange averages 13 grams carbohydrate 
2 1/2 grams protein 
1/2 gram fat 




You should shop for breads, crackers, and noodles that 
have whole grain flour such as stone ground flour or whole 
wheat flour as the principal ingredient. The labels on 
breads should be checked carefully to see if a whole grain 
or a whole wheat flour is the first and therefore principal 
ingredient. While it is rarely possible to find commercial 
breads not containing sugar, honey, or molasses, these 
should not be principal ingredients. When available, select 
breads containing vegetable fat, especially oils, rather 
than butter.
Item Amount
Bread, pumpernickel 3/4 slice
Bread, rye 1 slice
Bread, whole meal wheat 1 slice
Bread, whole wheat 1 slice
Cornmeal, degerminated, yellow 2 tablespoons
Cracker, graham 2 squares
Cracker, rye 3 wafers
Cracker, whole wheat 6 crackers
Flour, oat, whole grain 2 1/2 tablespoons
Flour, rye, dark 2 1/2 tablespoons
Flour, rye, light 2 1/2 tablespoons
Flour, whole meal (100%) wheat 2 1/2 tablespoons
Flour, whole wheat (85%) 2 1/2 tablespoons
Macaroni, whole w h eat, cooked 1/2 cup
Muffin, corn bread 1/2 muffin
Muffin, whole wheat 1/2 muffin
Popcorn, popped 3 cups
R o l l , whole wheat 3/4 roll
Spaghetti, whole wheat (cooked) 1/2 cup
Wheat bran 1/2 cup
One exchange averages : 11 grams carbohydrate 
2 grams protein 
1/2 gram fat 




Fruits are natural desserts. They satisfy your sweet 
tooth but do not add refined sugar to your diet. They can 
be used in salads, for snacks, and in the lunch box. Fruits 
are valuable sources of vitamins, minerals, and fiber.
Choose fruits which are raw, canned in their own juice, 
unsweetened, or artifically sweetened. Fruits are preferred 
to fruit juice because they contain more fiber. It is 
important to consider the size indicated for each exchange; 
some fruits contain more calories than others of comparable 
size.
Item Amount
Apple, raw 1/2 large
Apples, cooked 1/2 large
Applesauce, C.U.* 1/3 cup
Apple juice, C.U. 1/3 cup
Apricot, raw 2
Apricots, C.U. 1/4 cup
Banana, fresh 1/2 medium
Blackberries, raw 3/4 cup
Cantaloupe 1 cup
Cherries, raw 10 large
Cherries, cooked 1/2 cup
Cherries, C.U. 1/3 cup
Cranberries, raw 1/2 cup
Dates, dried 2
Figs, dried 1 medium
Grapes, black 15
Grapes, white 10
Grape juice, C.U. 1/4 cup
Grapefruit, raw 1/2
Grapefruit, C.U. 1/2 cup
Honeydew melon 1 cup
Nectarine, raw 1 small
Orange, raw 1 small
Orange juice, C.U. 1/3 cup
Oranges, mandarin, C.U. 1/2 cup
Peach, raw 1 medium
Peaches, C.U. 1/4 cup
Pe a r , raw 1/2 medium
Pears, C.U. 1/4 cup
Pineapple, raw 1/2 cup
Pineapple juice, C.U. 1/3 cup
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Plum, raw 3 small
Plums, C.U. 1/3 cup
Prunes, dried 2
Prunes, C.U. 2 medium
Raisins, dried 1 1/2 tablespoons
Raspberries, r e d , raw 1 cup
Raspberries, red, C.U. 1/2 cup
Strawberries, raw 1 cup
Tangerine, raw 1 large
Watermelon 1 cup
One exchange averages :
♦Canned, unsweetened
9.5 grams carbohydrate 
.5 grams protein 
0 grams fat 




Your daily intake of meat, milk products, vegetables, 
and cereal products will provide you with all of the fat 
that your body requires. We suggest that our patients limit 
their amount of fat intake and use these fat exchanges for 
seasoning purposes and as dressings for salads. The fat 
exchanges provide vegetable fats rather than animal fats 
since vegetable or unsaturated fats tend to lower blood fat 
levels.
Item Amount
Margarine, bar 1 teaspoon
Margarine, liquid 1 teaspoon
Margarine, tub 2 teaspoons
Corn oil 1 teaspoon
Safflower, oil 1 teaspoon
Soybean oil 1 teaspoon
French dressing 2 teaspoons
French dressing, LF* 2 tablespoons
Salad dressing 2 teaspoons
Mayonnaise 1 teaspoon
1000 Island dressing 2 teaspoons
1000 Island dressing, LF 2 tablespoons
Almonds, whole 1 tablespoon
Chestnuts 3 nuts




♦♦Salad dressings, both bottled and packaged, that 
contain "no oil" and have approximately 6 calories 
per serving are "free foods."
One exchange averages : 1.5 grams carbohydrate 
0 grams protein 
4 grams fat 





Very small servi 
proteins and pro 
important amino 
Proteins from an 
of fat and chole 
meats and cheese 
The items listed
are good sources of high quality protein, 
ngs of meat will complement the vegetable 
vide you with a well balanced intake of 
acids, the building blocks of protein, 
imal sources often provide excessive amounts 
sterol. You should limit your intake of 
to reduce your dietary fat and cholesterol. 
below are the only ones that we recommend.
Item Amount
Beef , rump or tenderloin 1 o z .
Cheese , cottage, LF^ 1/2 cup
Cheese , cottage, creamed 1/4 cup
Cheese , Countdown 1 o z .
Cheese , Mozzarella 3/4 o z .
Cheese , Ricotta 1 1/2 o z .
Chicken, dark 1 o z .
Chicken, light 1 oz •
Duck, raw 1 o z .
Egg white 3 large
Fish , bass 2 oz •
Fish , catfish 2 Oz .
Fish, cod 2 o z .
Fish, flounder 2 o z .
Fish, haddock 2 o z .
Fish , halibut 2 o z .
Fish , ocean perch 2 o z .
Fish , red snapper 2 o z .
Fish, salmon 1 o z .
Fish, sardines, WP^^ 5 small
Fish , sole 2 o z .
Fish, trout 2 o z .
Fish, tuna, WP 1/4 cup
Go ose, raw 1 o z .
La m b , leg or loin 1 o z .
Po r k , ham or lean 1 o z .
Po r k , loin, picnic 1 o z .
Turkey , dark 1 o z .
Turkey, light 1 o z .
♦Low fat ♦♦Water packed
One exchange averages : 0 grams, carbohydrate 
8 grams protein 
2 grams fat 
0 grams fiber 
50 calories
Source: Anderson, Chen, & Sieling (1980), pp. 4, 7-16
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Appendix G
Eating the High Carbohydrate-High Fiber Diet
HCF is our abbreviation for a high carbohydrate, high 
fiber, low fat diet. Switching to the HCF diet will not be 
so hard as you may think. We know that eating a HCF diet 
lowers blood sugar and blood fats in most people, and many 
of our patients actually feel better when they are following 
the HCF diet.
Adjusting to a HCF diet means switching your ideas 
about the typical American meal which consists of meat as 
the primary food with vegetables and breads as side dishes. 
Vegetables, salads, beans, and fruits should be your primary
foods with meat and fat as side dishes.
The following guidelines will help you select your 
foods :
1. Choose fruits, vegetables, breads, and cereals 
that have not been stripped of their natural 
fibrous coating. Refining or removal of the
fibrous coating, such as producing white rice from
brown rice, eliminates the fiber and allows you to 
digest and absorb the carbohydrate too quickly. 
Avoid "naked" or highly refined carbohydrates such 
as table sugar, honey, corn syrup, and foods that 
have been sweetened with fructose.
2. Limit your fat and oil intake by eating breads and 
vegetables without margarine. Using non-stick 
vegetable sprays in your cooking eliminates excess 
fats and oils generally used in vegetables and 
meat preparations. Other products such as Butter 
Buds and Inta-Butter can be purchased to provide 
the task of butter without the fat or calorie 
count.
3. Meat is generally limited to 3-4 ounces each day 
because most of your calories need to come from 
foods high in carbohydrate, high in fiber, and low 
in fat. Do not exceed your meat allowance or you 
will probably sacrifice the amount of carbohydrate 
and fiber you eat, causing your blood sugar and 
blood fats (cholesterol and triglyceride levels) 
to rise.




The cardinal rule in shopping is to read the labels 
carefully. You must avoid items loaded with sugars or fat. 
You must watch for visible as well as invisible fats. The 
visible fats are butter, lard, margarines, vegetable 
shortening, vegetable oils, and salad dressings. When you 
use these fats or oils you know that you are using fats.
The invisible fats and oils are more difficult to detect. 
These fats are present in meat (the marbling), whole milk 
and cream, most cheeses, chocolate, nuts, and olives. Most 
bakery products contain shortening or some other types of 
fat or oil. With industrious shopping you should be able to 
locate whole grain breads that are low in fat.
Many prepared foods are laced with sugar, honey, or 
molasses. Since the HCF diets provide generous amounts of 
starch, added sugar is not necessary. These extra sugars 
add calories and may raise your blood sugar and blood fats. 
The fruits and vegetables provide adequate amounts of simple 
sugars, thus you should avoid items loaded with unnecessary 
sugar or honey. Some breakfast cereals provide large 
amounts of sugar. Granola, for example, contains more honey 
and fat than other "natural cereals" such as whole, rolled 
oats. So, READ THOSE LABELS to avoid unnecessary calories 
from sugars and fats.
What about eggs? Egg yolks are rich in cholesterol and 
should be avoided. Fresh or powdered egg whites are 
acceptable. In recipes, two egg whites can often be
substituted for one egg. Check the egg substitutes
available on the market for use in recipes and as 
omelettes. The fat content of some egg substitutes is too
high for use on the HCF diet. Read the label to make sure
that one serving does not contain more than 3 grams of fat.
If you are a cheese lover, several acceptable low-fat 
cheeses are available. Dry or uncreamed cottage cheese is 
much lower in fat than the more widely used creamed cottage 
cheese. Farmer's cheese or hoop cheese is also low in fat. 
Several acceptable cheese substitutes are Countdown and 
low-fat Kielbase Cheese.
Source: Anderson, Chen, & Sieling (1980), p. 23.
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